Over 40% of veterans entering the Veterans Affairs (VA) health care system are diagnosed with a mental disorder (National Alliance on Mental Illness, 2009). Data from large-scale epidemiologic studies further indicate that 13%-21% of Veterans entering the VA health care system received a diagnosis of posttraumatic stress disorder (PTSD; Cohen et al., 2010 ; National Alliance on Mental Illness, 2009; Seal, Bertenthal, Miner, Sen, & Marmar, 2007) ; 12%-14% major depression (National Alliance on Mental Illness, 2009); and 7%-10% alcohol abuse or dependence Seal et al., 2011) . Moreover, among a nationally representative sample of 3,157 U.S. veterans of all war eras, 34.5% of veterans screened positive for one or more current mental disorders (PTSD, major depression, generalized anxiety disorder, or alcohol abuse or dependence; Pietrzak, Goldstein, Southwick, & Grant, 2011) . Similarly, a study of a representative sample of 2,160 outpatients from Department of Veterans Affairs clinics found that 40% screened positive for at least one of these mental disorders (Hankin, Spiro, Miller, & Kazis, 1999) .
Mental health interventions are available that have been demonstrated to effectively treat these mental disorders. However, veterans with mental health problems often underuse mental health services. For example, in a national study of veterans of any era who received a new PTSD diagnosis in VA between 2004 and 2005, 36% never attended a mental health appointment or received psychotropic medication Hawkins, Lapham, Kivlahan, & Bradley, 2010) . In this study, only 39% of veterans received counseling, and 50% received psychotropic medication. In a national sample of Iraq and Afghanistan Veterans who received a new mental health diagnosis in VA between 2002 and 2008, over 33% never attended a mental health appointment in the year following their diagnosis . Among VA patients who screened positive for an alcohol use disorder, more than half did not seek treatment (Hawkins, Lapham, Kivlahan, & Bradley, 2008) . Current rates of mental health service use among veterans with depression also suggest that services are underused. For example, among VA patients 50 years or older who received a new diagnosis of depression (Burnett-Zeigler et al., 2012) , over one third (35.9%) did not seek mental health services in the year following their diagnosis.
Although some Veterans receive care outside of VA health care system, the percentage of veterans who use community mental health services is low. For example, among a nationally representative sample of veterans from all war eras (Pietrzak et al., 2011) , the majority (68%) of those who screened positive for a mental disorder had never received any mental health treatment. Among community-based veterans aged 21-39 years who met screening criteria for major depression, 40% had not sought any mental health services (Substance Abuse and Mental Health Services Administration, Office of Applied Studies, 2008). Reasons for not seeking services are not necessarily because of a lack of a perceived need. For example, in a community-based sample of Iraq and Afghanistan veterans residing in Hawaii, 36.9% of veterans who indicated they needed help for an emotional problem reported that they had not sought VA or community-based services for their problem .
Promoting mental health care seeking among symptomatic veterans is important, as untreated mental disorders are associated with poor functioning, work disability, and quality of life (Pittman Goldsmith, Lemmer, & Kilmer, 2012) ; increased risk for chronic physical health disorders (Schnurr & Green, 2004) ; divorce, domestic violence, homelessness (Shalev, 1997) ; and suicidal ideation and attempts (Research Letter, 2008; Kang & Bullman, 2009; Kessler, 2000) . To address high rates of underuse of mental health services, the VA has made a number of institutional changes designed to increase availability of mental health services. These changes include hiring additional clinical mental health staff, increasing hours that mental health services are provided, and implementing outreach efforts (Department of Veterans Affairs, 2013). At the same time, the VA has invested in innovative e-health tools to improve veterans' access to mental health services. To this end, psychoeducational tools designed to help veterans overcome internal barriers to seeking mental health services are being developed, implemented, and disseminated nationally. The goal of such tools is to enable individuals to make informed decisions about whether and when to seek mental health services.
Most approaches to changing attitudes about mental health services involve educational interventions, and a growing number of studies have shown that stigma-related beliefs can be altered through education (Albarracín et al., 2005; Noar, Benac, & Harris, 2007) . However, in many cases, the magnitude and duration of the effects tend to be small (Corrigan, Morris, Michaels, Rafacz, & Rusch, 2012) . It is thought that the general nature of these interventions may, at least in part, account for these weak effects, as they are not personalized to the specific needs and attitudes of the individual toward whom they are targeted (Noar et al., 2007) . Alternatively, interventions that are tailored (i.e., that adapt their content to the responses of the individual at several levels to specifically address an individual's unique needs and attitudes) have been found to be more robust than nontailored educational interventions (Albarracín et al., 2005) . A recent meta-analysis of 57 studies indicated that tailored educational messages are more likely to be read, understood, recalled, rated more highly, and rated as more credible than messages that are not tailored (Noar et al., 2007) . This research suggests that veterans may view interventions that are tailored to address individual barriers as personally relevant and hence give them increased attention.
In this review, we briefly summarize the current knowledge base about effective approaches to promoting mental health treatment seeking among veterans. First, we provide a brief overview of contemporary research on barriers to care seeking in veterans. Second, we discuss the theory of planned behavior (Ajzen & Fishbein, 1980) , which provides a theoretical model of prerequisites necessary to help-seeking behavior. Third, we describe a tool developed by the VA called Considering Professional Help, which is designed to reduce health care disparities by addressing knowledge and attitudes that prevent mental health service seeking among veterans with mental health problems.
Contemporary Research on Barriers to
Mental Health Care Use
Over the past decade, several models have been developed to provide a framework for conceptualizing health care seeking and use (Fortney, Burgess, Bosworth, Booth, & Kaboli, 2011) . Additionally, empirical research has identified veteran beliefs that are associated with underuse of mental health services. For example, Ouimette et al. (2011) surveyed 490 Vietnam and later era veterans who had been newly diagnosed with PTSD but who had not received VA services for PTSD. Results of this study revealed that a greater number of veterans rated "discomfort with help seeking" and "concerns about social consequences" as more salient than other factors, such as logistical barriers to care and thus suggest that such beliefs may be important barriers to mental health service use among veterans with PTSD.
Emerging studies that have evaluated symptomatic veterans' reasons underlying their decision not to seek mental health services (e.g., Sayer et al., 2009; Stecker, Fortney, Hamilton, & Ajzen, 2007) highlight the role of beliefs related to stigma and stoicism. For example, during in-depth interviews with National Guard Members (Stecker et al., 2007) and Vietnam and Iraq-and Afghanistan-era veterans (Sayer et al., 2009 ), concerns about social stigma and the need to handle problems on one's own emerged as predominant reasons for forgoing treatment. Similarly, among 127 Iraq and Afghanistan veterans with PTSD, 82.1% identified an internal reason, such as stigma or career concerns, as the primary concern that prevented them from seeking treatment rather than external (e.g., institutional) factors such as access or costeligibility, which were endorsed by only 15.7% of veterans (Nelson et al., 2014) .
Although specific reasons why symptomatic veterans forgo treatment tend to vary based on an individual's situation, frequently endorsed factors associated with mental health care seeking have been identified. Internal factors that have consistently been found to influence veterans' decisions about whether to seek mental health services include stigma, stoicism, and knowledge deficits-negative beliefs regarding the helpfulness of mental health services (Britt et al., 2008; Hoge et al., 2004; Maguen & Litz, 2006; Pietrzak, Johnson, Goldstein, Malley, & Southwick, 2009 ). Each of these categories of barriers to seeking care is described in greater detail below.
Stigma
Stigma refers to negative beliefs that people hold about the attributes of those with mental disorders (Corrigan & Wassel, 2008) . In one of the first articles that examined the barriers to mental health care use in a sample of active duty veterans of the wars in Iraq and Afghanistan (Hoge et al., 2004) , the majority of those who screened positive for a mental disorder such as PTSD or depression endorsed stigma-related beliefs. Specifically, being seen as weak (reported by 65% of service members) and being negatively viewed by their superiors (63%) and peers (59%) were the most commonly endorsed barriers to seeking mental health services in this sample (Hoge et al., 2004) . This finding is consistent with qualitative work by Stecker and colleagues (2007) , which revealed that 70% of National Guard Veterans identified stigmarelated factors (i.e., concern about being "labeled") as primary concerns that prevented them from seeking mental health services.
Stoic Attitudes
Stoicism-related beliefs and behaviors include the suppression of emotion, denial-lack of recognition of health problems, and preferences related to solving problems on one's own (Wagstaff & Rowledge, 1995) . Qualitative data have revealed that beliefs related to self-reliance and lack of mental health problem recognition are factors that discourage seeking mental health care (Zinzow, Britt, McFadden, Burnette, & Gillispie, 2012) . For example, in their work with National Guard Veterans, Stecker, Fortney, Hamilton, and Ajzen (2007) found that 13 out of the 20 veterans in their sample reported that beliefs that they should not have a problem or that they ought to handle their problems on their own had prevented their seeking services. Similarly, Iraq or Afghanistan veterans with PTSD cited "stubbornness," "denial," and "feeling less of a man" as underlying their decision not to seek care (Nelson et al., 2014) .
Knowledge Deficits and Negative Beliefs About Mental Health Services
A third prominent factor that prevents mental health care seeking includes lack of knowledge or negative beliefs about mental health services and professionals. In a nationally representative sample of U.S. veterans, the second most commonly reported barrier to care was lack of trust of mental health professionals, which was endorsed by 22% of symptomatic veterans who were not receiving services (Blais, Tsai, Southwick, & Pietrzak, 2014) . These findings accord with data from a community-based sample of Iraq and Afghanistan veterans in Connecticut (Pietrzak et al., 2009) . In this study, negative beliefs about mental health services were found to be the strongest predictor of not seeking mental health services, even after adjustment for demographic characteristics, psychosocial variables such as social support, and mental disorders. Similarly, active duty service members who screen positive for a mental health problem and who hold negative attitudes about mental health services are less likely to use mental health services than those who hold more positive attitudes (Brown, Creel, Engel, Herrell, & Hoge, 2011) .
Underserved Populations
Recent investigations have examined predictors of underutilization of mental health services in subgroups of veterans. This research has consistently identified male gender and lower symptom severity (e.g., Hoerster et al., 2012) as associated with low mental health service use. Another group that has been disproportionally underserved are veterans residing in rural locations (Cully, Jameson, Phillips, Kunik, & Fortney, 2010; Cully et al., 2008; Mohamed, Neale, & Rosenheck, 2009; Wallace, Weeks, Wang, Lee, & Kazis, 2006; Weeks, Mahar, & Wright, 2005) . For example, a recent study examining records of over 414,000 veterans with PTSD (Brooks et al., 2012) found that veterans from rural or highly rural areas had 19% and 25% fewer VA visits, respectively, compared with urban veterans.
Research on the role of ethnoracial status on mental health care use is mixed, with European American ethnoracial status positively associated with mental health service use among veterans in some studies (e.g., Elhai, Reeves, & Frueh, 2004; Spoont, Hodges, Murdoch, & Nugent, 2009 ). In contrast, other research has found higher use of VA psychotherapy services among African American and Native Hawaiian-Pacific Islander veterans compared with European American veterans (e.g., Chermack et al., 2008; Spoont, Hodges, Murdoch, & Nugent, 2009) or no differences between groups (e.g., Brooks et al., 2012; Grubaugh, Slagle, Long, Frueh, & Magruder, 2008) .
Another group of potentially underserved veterans are those with low education. Recent studies of Iraq and Afghanistan veterans found that, when controlling for other relevant factors, veterans with lower education were less likely to use mental health services than veterans with higher education (Hoerster et al., 2012; Whealin et al., 2014) , a finding consistent with studies of general population samples (e.g., Jones-Hazledine, McLean, & Hope, 2006; King & Canada, 2004; Steele, Dewa, Lin, & Lee, 2007) .
General population studies have found that individuals who are less knowledgeable about mental health services have more stigma-related beliefs about psychotherapy than those who have knowledge about mental health services (Corrigan, Morris, Michaels, Rafacz, & Rusch, 2012) . Those without a college education often have less exposure to formal education about mental health disorders, as well as less exposure to individuals with advanced college degrees in mental health care, and thus less opportunity to learn about mental health services. Given that several studies have now found that veterans' attitudes about stigma, stoicism, and beliefs about mental health care are linked to reduced mental health service use, corrective information regarding these attitudinal barriers to care may help motivate positive attitude and behavior change related to mental health care in symptomatic veterans who are not engaged in mental health services.
Theoretical Framework for Understanding Help-Seeking Behaviors
The theory of planned behavior (Ajzen & Fishbein, 1980) has been shown to be a useful tool for promoting individual behavior change related to health service attitudes and use (Glanz, Riner, & Viswanath, 2008) . The theory assumes that people's actions are a function of their intentions, which are in turn influenced by their beliefs. According to this theory, human behavior is guided by three specific types of considerations: (a) expectations about the likely consequences of a behavior, (b) normative expectations of other people, and (c) beliefs about the presence of factors that may further or hinder performance of the behaviors (also called perceived control factors). Perceived control factors may include not knowing where to go for help (Hoge et al., 2004 ) and readiness and self-efficacy related to accessing mental health services (Ajzen, 2002) .
In delineating the theoretically based constructs that are important to behavior change, and building on veterans' barriers to care research to date, an attitude and behavior change tool could usefully be based on each of the following:
1. Expectations about the likely consequences of seeking mental health services.
Research on veterans (e.g., Pietrzak, Johnson, Goldstein, Malley, & Southwick, 2009) and the general population (Jorm, 2012) has shown that many people view mental health services, including those providing evidence-based treatments and recommended by health care professionals, with suspicion or mistrust. Stigmarelated beliefs and knowledge deficits related to mental health services may be an even stronger barrier for older veterans, who are less likely to have exposure to antistigma public health campaigns or to peers who have used mental health services. Psychotherapy models of which many veterans are familiar are often examples portrayed in movies and TV programs. For example, media depictions of psychotherapy are often entirely fictitious or no longer prevalent (e.g., traditional psychoanalytic approaches). Other familiar models are based on sensationalized media portrayals (e.g., The Dr. Phil Show; Dickstein, Vogt, Handa, & Litz, 2010) . Thus, it is not surprising that the general public often views peers, family members, and counselors as more helpful than licensed mental health professionals, despite that professionals are rigorously trained in the treatment of mental disorders (Jorm, 2012) .
Normative expectations of other people.
In addition to studies examining exposure, knowledge, and attitudes, expectations about others' normative behavior may also influence health behaviors (Alvidrez, 1999; Berkman & Glass, 2000) . Normative expectations of others can result in conformity because of the desire to fulfill others' expectations, often to maintain acceptance (Meyers, 2012, p. 312) . Veterans have identified others' negative view of mental health seeking (i.e., as a weakness) as a deterrent to seeking formal services (e.g., Sayer et al., 2009 ). For example, research has found that individuals who do not access mental health care compared with those who do are less likely to view their mental health disorders as normal and more likely to fear how others will react if they did seek services (Addis & Mahalik, 2003) .
Some interventions that target stigma have sought to address normative expectations by confronting users' stereotypes and tendencies to socially distance themselves from those with mental health problems. For example, an intervention in which persons with a mental health problem helps viewers to understand their problem has been shown to effectively decrease stigma-related attitudes (Corrigan, Edwards, Green, Diwan, & Penn, 2001 ). These findings are particularly relevant to underserved groups that have internalized stigma-related attitudes.
Control factors.
Factors that hinder access to care and that are specific to certain populations should also be included in an intervention designed to promote mental health service seeking. Ideally, an intervention might address a variety of instrumental barriers to care, such as time devoted to work and other responsibilities that are unique to each veteran's situation. Psychological factors such as readiness and self-efficacy for engaging in health care, as well as pragmatic factors such as having health insurance, should also be addressed in interventions, as they may help motivate initiation of mental health service use (Ajzen, 2002; Stecker, McGovern, & Herr, 2012) .
A growing number of interventions are being developed and disseminated currently that are informed by the theory of planned behavior. In one study, theory of planned behavior constructs described above accounted for up to 34% of the variance in actual use of mental health resources, and personal attitudes about mental health service use were the strongest predictor of mental health resource use (Andrykowski & Burris, 2010 ). Using a model based on the theory of planned behavior, Stecker, McGovern, and Herr (2012) developed a brief telephone-based CBT intervention designed to increase treatment initiation for veterans with an alcohol use disorder. Participants in the intervention group were administered a single-session, telephone-based cognitive-behavioral intervention addressing beliefs about care, whereas participants in the control group were read a pamphlet about the dangers of alcohol abuse. Compared with the control group, those receiving the intervention were 2.6 times more likely to attend treatment in the following 3 months. Other studies (Luoma, Kohlenberg, Hayes, Bunting, & Rye, 2008; Stecker, Fortney, & Sherbourne, 2011) have similarly shown that cognitive-behavioral interventions are effective in decreasing self-stigma; however, there were no control groups or long-term follow-up assessments in these studies.
Advantages of Web Delivery
Delivering public mental health tools through the internet offers a number of advantages. Foremost, use of the internet enables organizations to efficiently reach a large number of veteran consumers in need. Few technologies have been disseminated as quickly or become so widely used as computers and the internet. This finding is especially important in reaching the large proportion of symptomatic veterans residing in the community who are not engaged in mental health services and who might not otherwise come in contact with mental health professionals. Several studies that have evaluated online interventions have found that they tend to be as effective as in-person care (Andersson, 2009; Rooke, Thorsteinsson, Karpin, Copeland, & Allsop, 2010) . Second, webbased interventions are able to incorporate video-and audiostreamed presentations, which are of interest to consumers. Related to this, and as mentioned previously, individuals with low education are underserved in terms of mental health care use (e.g., Jones-Hazledine et al., 2006; King & Canada, 2004; Steele et al., 2007) . Because nearly half of the U.S. population exhibits low levels of literacy, visual patient educational material can be better understood than written materials (Kirsch, Jungeblut, Jenkins, & Kolstad, 1992) . Third, unlike printed or online written materials, e-health interventions that are interactive allow users to answer questions, enter data, and choose to consume sections of the program that are relevant to them and ignore those that are not. Interactive e-health interventions that cater to the individualized needs of the user are more effective and may produce longer lasting effects compared to printed materials (Dickstein et al., 2010) . Fourth, web-based interventions are anonymous and can therefore be used to overcome concerns related to confidentiality and perceived stigma. Fifth, web-based interventions are inexpensive. Once a web-based intervention is developed and empirically validated, there is little cost associated with their upkeep and maintenance. As broadband internet connection and cell phone availability increases throughout the United States, organizations can better serve large groups of veterans and other groups by providing web-based public health education tools.
To date, little data are available regarding the effectiveness of public health interventions delivered through the internet in promoting attitude and behavioral change toward mental health service use. One exception is a randomized controlled trial that compared the effects of an interactive educational website (www .bluepages.anu.edu.au), an interactive website that included cognitive-behavioral techniques (www.MoodGYM.anu.edu.au) and a wait-list control condition in changing understanding of mental health treatment in a general population sample (Christensen, Griffiths, & Jorm, 2004) . Results of this study revealed that the educational website significantly increased participants' understanding of mental health services compared to the cognitivebehavioral website and wait-list control condition.
Considering Professional Help: A VA Tool to Promote Attitude and Behavior Change Related to Mental Health Service Use
Because of the serious challenge of effectively engaging veterans in need of mental health services, federal organizations and key experts in research, education, and dissemination have begun to develop web-based educational tools designed to encourage veterans to seek and engage in care. One exemplar of such a tool is the web-based psychoeducational program Considering Professional Help, which was designed and developed by a team of experts at the VA's National Center for PTSD, Dissemination and Training Division (Kuhn, Drescher, & Hoffman, 2013) .
1 Considering Professional Help uses a tailored, interactive format to address key barriers to mental health care that have been well established in research with veterans, including lack of problem recognition, stoicism, lack of knowledge or negative beliefs about mental health services, instrumental barriers, stigma about mental illness and mental health services, and lack of information (e.g., not knowing where to get care).
Considering Professional Help is informed by motivational interviewing principles as well as cognitive-behavioral and social-cognitive theory. Within this framework, an actor-narrator portraying a helpful veteran provides guidance and attempts to normalize common mental health symptoms and adjustment difficulties that veterans often experience. The product's content was developed with the input and actual words of veterans so that its print, audio, and visual stimuli are applicable to the needs, worldviews, and values of veterans. Videos of actors, who are diverse in terms of gender, race, ethnicity, and military branch, portray veterans' personal accounts of their struggles with mental health issues; barriers to seeking mental health services, successful strategies they used to overcome their barriers; and the ultimate rewards they accrued as a result of seeking and remaining in care. A combat veteran served on the development team to oversee and confirm the sociocultural appropriateness and relevance of the tool to veteran groups.
Specific topics covered within Considering Professional Help are outlined in Table 1 . The design of this tool is consistent with the recommendations of scholars in health and other persuasive education methods (Albarracín et al., 2005; Noar et al., 2007) , who suggest that interventions are needed at multiple levels of intervention (i.e., educational information from a credible source, screening tools, attitudinal arguments, contact with a relevant normative role model, tailoring to unique individual needs) to initiative and sustain behavior change. Further, based on the theory of planned behavior (Ajzen & Fishbein, 1980) and research to date, the intervention promotes attitude and behavior change by including credible sources and spokespersons who provide information to promote problem recognition, including information about the nature, course, and other expectations about services, thereby demystifying the mental health treatment process. Users choose sections that address their unique concerns and perceived barriers to mental health services (e.g., stigma, not trusting mental health providers, not having time, not knowing where to get services) or lack of efficacy (e.g., believing that mental health treatment does not work).
A pilot evaluation of the effectiveness of Considering Professional Help was conducted with a convenience sample of 10 veterans from the community who screened positive for a mental disorder (i.e., PTSD, depression, GAD, or substance use disorder) but were not currently engaged in mental health services. Veterans represented a range of age groups and war eras: one was 18 -24 years old; two were 25-34; three were 35-44; one was 45-54; and three were 55 or older. A prepost assessment comprised of five questions from the Perceived Stigma and Barriers to Care for Psychological Treatment Scale (Britt et al., 2008) , as well as a question about veterans' willingness to consider mental health treatment if they needed help, was administered before and after the intervention. Results, shown in Table 2 , revealed that most of veterans reported that they learned something while using the psychoeducational tool and that the tool was helpful and easy to use. On the basis of the pilot sample of 10 veterans, the tool was associated with average large magnitude effect size (i.e., Cohen's d; see Table 2 ) reductions in veterans' perceptions related to stigma, weakness, harm to career, provider trustworthiness, and that mental health treatment is not effective for most people. A small magnitude reduction was observed for veteran's perceptions that the VA does not care about veterans' emotional needs. Finally, completing the tool was associated with an average large magnitude increase in veterans' reporting that they would consider mental health services if they needed help coping with their emotions or problems, reflecting the preliminary efficacy of this intervention.
Applications. Web-based psychoeducational tools such as Considering Professional Help have a number of potentially promising applications that could improve both outreach and engagement efforts. For example, web-based interventions could be integrated into ongoing large-scale mental health screening efforts of veterans and military service members, such as the Postdeployment Health Assessment and Postdeployment Health Reassessment programs (Warner, Appenzeller, Parker, Warner, & Hoge, 2011) . Web-based tools would also be helpful if used in conjunction with free online self-screening programs. For example, a link to the Considering Professional Help tool could be provided to those who screen positive for mental health issues as well as, more specifically, to those who have the various informational needs and concerns about seeking help. As noted previously, a large percentage of VA patients with PTSD and related mental health disorders are already receiving medical services but have not yet been identified as having a mental health problem or have not yet sought treatment for it. Thus, a web-based tool could be used in conjunction with existing screening programs. For example, VA primary care patients are routinely screened for PTSD and depression, and if positive are referred to mental health services. Although these efforts have been successful in general, many veterans offered a referral to mental health services decline it. Many others who accept a referral fail to attend a scheduled mental health visit or only attend one visit . Web tools could be used in primary care settings with all identified veterans in need before they make a referral decision or could be made available to veterans who have a history of positive screens but without engaging in care. The potential for primary care clinics to help address the problem of underutilization by screening and providing online education is clear. Promptly addressing perceived barriers to care and facilitating engagement in services is essential to preventing excessive costs directly resulting from untreated mental disorders, as well as high secondary costs that affect veterans, family members, and their communities (Kessler, 2000) .
Summary and Recommendations
The implications of applying theories of behavior change in the development of novel interventions are far reaching (e.g., Ajzen, 2011) . Research to date suggests that interventions that are likely to improve veterans' underuse of mental health services are informed by theoretically based principles of behavior change and are designed with the active involvement of consumers to provide socioculturally relevant solutions to problems. They are tailored to the individual veterans' unique concerns and allow for individual decision making about the best treatment options for each consumer. Because web-based interventions are flexible and adaptable, they can be easily geared to address the needs of underserved or disadvantaged populations, such as veterans in rural locations. Web-based interventions are anonymous and thus address veterans' stigma-related concerns and provide a cost-effective means to efficiently reach a large number of those in need.
Because of the excessive costs resulting from untreated mental disorders that affect veterans, there is an urgent need to reevaluate This topic addresses lack of problem recognition by asking questions about symptoms of posttraumatic stress disorder, depression, anxiety, and anger as well as psychosocial functioning; sleep, eating, and alcohol-substance use habits; observations from others about user's behavior; and suicidal ideation. If the user responses suggest they need care, they are provided feedback that these are common problems that can be improved with professional help and that they should seek it. What is stopping me?
This topic offers users a list of questions, in everyday language, of common barriers to care that may be preventing them from getting help (e.g., Will it really work? What will people think?). Users choose statements that pertain to them. When a statement is selected, a video is shown of an actor portraying an actual veteran who describes how they had struggled with a similar concern, was able to overcome the problem, and benefit from services. What can I expect?
The narrator provides a detailed account of mental health (MH) services and how care is typically delivered. This topic is designed to increase MH literacy, dispel common myths, decrease fear of the unknown, and normalize care. Who can help me?
The narrator describes professionals who deliver MH services including their training and the types of MH care (e.g., medications, psychotherapy, spiritual counseling) they offer. This topic is designed to increase MH literacy, dispel common myths, decrease fear of the unknown, and normalize care offered by various MH professionals and related professionals (e.g., chaplains). Where can I find help?
This topic provides resources for connecting users with services. It presents directories that are veteran specific, such as facility locators for VA and vet center facilities, as well as community resources, including professional organization provider finders. Effect size of change (Cohen's d) It would be too embarrassing/I would be seen as weak 3.6 (0.9) 2.4 (1.0) 1.3 It would harm my career 3.5 (0.8) 2.8 (0.9) 0.8 The VA does not really care about my emotional needs 2.7 (0.8) 2.5 (0.7) 0.3 I do not trust mental health professionals 3.7 (0.8) 2.4 (0.7) 1.6 Counseling/psychotherapy or medication for depression, PTSD, or anxiety is not effective for most people 3.2 (0.8) 2.6 (0.5) 0.9 I would consider mental health treatment if I needed help coping with my emotions or problems 2.6 (0.5) 3.4 (0.7) 1.3
Note. Items were drawn from the Perceived Stigma and Barriers to Care for Psychological Treatment Scale (Britt et al., 2008) . Scores range from 1 (strongly disagree) to 5 (strongly agree). VA ϭ Veterans Affairs; PTSD ϭ posttraumatic stress disorder. current strategies to promoting mental health care seeking in this population. Given the advantages provided by internet-based tools, randomized controlled research trials will be helpful in identifying best-practice approaches to improving veterans' knowledge and behaviors regarding mental health care, as well as promoting the use of mental health services. Additionally, the development and refinement of such tools will benefit from qualitative and quantitative analyses that evaluate specific factors associated with improved treatment-seeking behaviors among veterans in need of care.
